The efficacy of Cognitive Behavioral Therapy-based Guided Self-Help for mild to moderate bulimia and binge eating disorders has been well supported. However, limited research has explored in-depth individual experiences of this treatment approach. In-depth semi-structured interviews were conducted with 4 individuals who had completed Cognitive Behavioral Therapy-based Guided Self-Help (CBT-GSH) for bulimic or binge eating disorders. The interviews were transcribed verbatim and subsequently analyzed using Interpretative Phenomenological Analysis (IPA). Three superordinate themes emerged: Autonomy and volition; A dynamic relationship: the guided and the guide; and The unwanted friend. The reciprocal nature of the guide/guided relationship was identified as integral to the success of the therapeutic approach. However, participants expressed initial uncertainty towards the therapeutic process, and experienced an uncomfortable dissonance between a lack of volition in therapy seeking and the need to continually self-prescribe CBT-GSH. The findings affirm the central role of the guide in promoting motivation to engage with therapy and highlight the potential benefits of in-session weighing. However, it may be necessary to provide additional support on commencing CBT-GSH to address concerns about the therapeutic approach in this group. E ATING disorders are serious mental health conditions that are characterized by disturbances in eating attitudes, behaviors, and perceptions of shape and weight. Eating disorders have a lifetime incidence of around 1% (Hudson, Hiripi, Pope, & Kessler, 2007) , but are most common among female adolescents (Smink, van Hoeken, & Hoek, 2012) . Disordered eating symptoms affect up to a third of women at any one time (Reba-Harrelson et al., 2009) , and these symptoms can progress into more severe clinical disorders if left untreated (Stice, Marti, & Durant, 2011) .
Within the U.K., treatment for eating disorders follows a stepped care approach. Current guidelines recommend evidence-based self-help programs as a first line of therapy for bulimia nervosa (BN) and binge eating disorder (BED; National Institute for Clinical Excellence [NICE], 2004) . If required, patients can be stepped up to receive more intensive therapy, such as Cognitive Behavioural Therapy for Bulimia Nervosa (CBT-BN).
Self-help programs require patients to work through an online or book-based treatment manual step-by-step (Wilson & Zandberg, 2012) . Such programs often adopt a cognitive-behavioural therapy (CBT) framework, through incorporating elements of psychoeducation and skills training, and reducing psychological distress and eating disorder symptoms by promoting the development of more adaptive cognitions and behaviors (Fenn & Byrne, 2013) . Self-help interventions can be entirely self-directed (pure self-help) or can involve input and support from health care professionals (guided self-help).
Guidance in self-help programs follows Gould's parameters of "clarifying procedures, answering questions and providing … support or encouragement" (Gould & Clum, 1993) . Guided self-help (GSH) for bulimic and binge eating disorders can be facilitated by nonspecialist health care providers, and is flexible enough to be delivered in a variety of formats (e.g., online, on the telephone, or face-to-face; Carrard et al., 2011; Palmer, Birchall, McGrain & Sullivan, 2002) . The frequency and duration of guidance sessions is also considerably reduced in comparison to more intense therapies. Traditional CBT-BN can include 16-20 sessions over 4-5 months, whereas CBT-based guided self-help for bulimic and binge eating disorders (CBT-GSH) may only include up to 12 guidance sessions, up to 20 minutes each (NICE, 2004) . The flexible nature of CBT-GSH can help to reduce logistical barriers to treatment, which is important for a population traditionally reticent towards seeking support (Carrard et al., 2011; Sysko & Walsh, 2008) . A self-help-based approach can also help to promote autonomy and empowerment in treatment for BN and BED, due to the participant-led nature of the therapy (Fairburn & Carter, 1997; McClay, Waters, McHale, Schmidt, & Williams, 2013) .
The advantages and efficacy of CBT-GSH have been widely researched and supported, with evidence to support the efficacy and cost-effectiveness of CBT-GSH for BN and BED (Lynch et al., 2010; Sanchez-Ortiz & Schmidt, 2010; Sysko & Walsh, 2008) , and particularly for patients with mild to moderate BED (Beintner, Jacobi, & Schmidt, 2014) . For example, a recent metaregression demonstrated an overall effect in favor of CBT-GSH compared to controls in reducing eating disorder psychopathology (a moderate effect size equating to half a point on the EDE-Q/EDE was observed) and in reducing binge abstinence (19% increased likelihood of abstinence for those receiving CBT-GSH; Traviss-Turner, West, & Hill, 2017). Moderators of improvement suggest that abstinence from binge eating is most likely in participants with a BED diagnosis (Traviss-Turner et al., 2017) . Current guidelines emphasize the importance of identifying and incorporating patient perspectives into therapeutic approaches in order to successfully treat eating disorders (NICE, 2004; Peterson, Becker, Treasure, Shafran, & Bryant-Waugh, 2016) . Indeed, qualitative studies can complement outcome-based research through enhancing our understanding of the participant motives, expectations, concerns, and experiences of engaging in therapy. In addition, qualitative research may help to reveal components of CBT-GSH that are more or less acceptable and/or helpful, which could facilitate improvements to delivery and potentially efficacy of the treatment. At present, a small body of qualitative research has attempted to explore the patient experience of self-help programs, and to identify ways in which they could be improved.
In particular, qualitative research has sought to understand the nature of guidance in GSH eating disorder programs, and to identify how the guide may contribute to successful treatment outcomes. Research has suggested that an open, strong, and collaborative therapeutic relationship is important for positive treatment outcomes among BN and BED patients (Banasiak et al., 2007; Traviss, Heywood-Everett, & Hill, 2013) . Indeed, successful GSH was experienced as a "joint venture" between the patient and the guide, characterized by reciprocity and trust (Traviss et al., 2013) . However, some patients were dissatisfied with the amount of guidance offered and the level of expertise of the guide in addressing eating disorder symptoms (Banasiak et al., 2007; McClay et al., 2013) . Indeed, participants particularly value guidance that is available frequently and easily, as demonstrated in a recent community survey of individuals with bulimic symptoms (McClay, Waters, Schmidt, & Williams, 2016) . Participants reported that the inclusion of regular, responsive, and remotely delivered support were desirable features of web-based self-help programs for BN and BED (e.g., via text messaging, email, or through forums; McClay et al., 2016) .
CBT-GSH is appealing to BN and BED patients because it is flexible, accessible and encourages a participant-led approach to therapy (Banasiak et al., 2007; Sanchez-Ortiz et al., 2011a) . However, high levels of dropout and low levels of adherence to therapy are also apparent (Beintner et al., 2014) . For example, dropout rates of up to 88% have been reported (Beintner et al.) . In-depth qualitative research has revealed that participants often struggle to motivate themselves to engage with self-help programs due to a perceived lack of support and accountability (Pretorius, Rowlands, Ringwood & Schmidt, 2010; Sanchez-Ortiz et al., 2011a) . Low levels of motivation may also be due to discrepancies between patient expectations of treatment and the treatment provided (Murray et al., 2003; Sanchez-Ortiz et al., 2011a) . However, conflicting evidence suggests that CBT-GSH for BN and BED may actually enhance participant motivation to engage with therapy (Loeb, Wilson, Gilbert, & Labouvie, 2000) . While this has yet to be explored in depth, some participants have reported that a positive and reassuring therapeutic relationship with the guide helped them to negotiate the more challenging aspects of therapy (Banasiak et al., 2007; Loeb et al., 2000; McClay et al., 2013) .
As yet, only a small body of qualitative research has explored patient experiences of CBT-GSH, and studies have yet to adopt interpretative methodologies to understand how patients experience CBT-GSH. Interpretative Phenomenological Analysis (IPA) is commonly used within health psychology to facilitate the exploration of the personal meanings that individuals assign to their illness experiences (Brocki & Wearden, 2006; Smith & Osborn, 2008) . It draws upon phenomenological origins in that it involves a detailed examination of the participant's lived experiences, and is concerned with individual subjective experiences, rather than attempting to formulate objective accounts (Smith, Flowers, and Larkin, 2009) . IPA is grounded in hermeneutics-recognizing the central role of the researcher in generating interpretive insights, but also acknowledging that interpretations are bounded by the abilities of participants to articulate their experiences (Brocki & Wearden, 2006;  
